
Community	
  Resource	
  Referral	
  Form

Date:	
  	
  	
  

Community	
  Health:	
  Check	
  all	
  the	
  boxes	
  below	
  that	
  apply.	
  
AZEIP	
  Services	
  

☐ Central	
  AzEIP	
  Intake	
   P:	
  (888)	
  592-­‐0140	
   AzEIP.Info@raisingspecialkids.org	
   F:	
  (602)	
  357-­‐1978	
  
Behavioral	
  Health	
  

☐ Cenpatico	
   P:	
  (866)	
  495-­‐6738	
   az@cenpatico.com	
   N/A	
  
Dental	
  Screening	
  

Developmental	
  Screening	
  
☐ U	
  of	
  A	
  Cooperative	
  Extension	
   P:	
  (520)	
  836-­‐4651	
   wecare@cals.arizona.edu	
   F:	
  (520)	
  836-­‐4233	
  

Hearing/Vision	
  Screening	
  
☐ U	
  of	
  A	
  Cooperative	
  Extension	
   P:	
  (520)	
  836-­‐4651	
   wecare@cals.arizona.edu	
   F:	
  (520)	
  836-­‐4233	
  

Family	
  Support:	
  Check	
  all	
  the	
  boxes	
  below	
  that	
  apply.	
  
Education/Enrichment	
  

☐ AJ	
  Library	
  –	
  Fun	
  Van	
   P:	
  (480)	
  474-­‐8559	
   funvan@AJcity.net	
   N/A	
  
☐ Child	
  Care	
  Resource	
  &	
  Referral	
   P:	
  (800)	
  308-­‐9000	
   Becky@azchildcare.org	
   N/A	
  
☐ PGCCS	
  –	
  Head	
  Start	
   P:	
  (520)	
  723-1216	
   Susan.Fender@PGCCS.org	
   F:	
  (520)	
  723-­‐7337	
  

Home	
  Visitation	
  
☐ Strong	
  Families:	
  Pinal	
  Home	
  

Visitation	
  Coordinator	
  	
  
P:	
  (520)	
  866-­‐7082	
   lindsey.wicks@pinalcountyaz.gov	
   F:	
  (520)	
  866-­‐7253	
  

Nutrition/Food	
  
☐ Pinal	
  County	
  Public	
  Health	
  -­‐	
  WIC	
   P:	
  (866)	
  960-­‐0633	
   rosanna.ringer@pinalcountyaz.gov	
   F:	
  (520)	
  866-­‐7066	
  
☐ U	
  of	
  A	
  Cooperative	
  Extension	
   P:	
  (520)	
  836-­‐5221	
   wecare@cals.arizona.edu	
   F:	
  (520)	
  836-­‐1750	
  
☐ Community	
  Action	
  Human	
  

Resource	
  Agency	
  	
  
P:	
  (520)	
  466-­‐1112	
   lrangel@cahrapinal.org	
  	
  	
  	
  	
  	
   F:	
  (520)	
  466-­‐0013	
  

Other	
  
☐ P:	
  	
   Email:	
  	
   F:	
  

☐ P:	
  	
   Email:	
  	
   F:	
  

Contact	
  Information:	
   	
  	
  	
  	
  	
  	
  Referral	
  Source:	
  
Child	
  Name:	
  	
  	
  	
  	
   Referring	
  Provider:	
  	
  	
  	
  
Date	
  of	
  Birth:	
  	
  	
  	
   Provider	
  Phone	
  #:	
  	
  	
  
Parent/Guardian	
  Name:	
   Staff	
  Name:	
  	
  	
  
Home	
  #:	
  	
   Staff	
  Email:	
  	
  	
  	
  
Work	
  #:	
  	
  	
  	
   ☐	
  Referral	
  at	
  Parent	
  Request	
  Only         ☐ Spanish Speaking	
  
Cell	
  #:	
  	
  	
  	
   Reason	
  For	
  Referral:	
  	
  	
  	
  	
  
Email:	
  	
  	
  	
  
City/Zip:	
  	
  

I	
  hereby	
  give	
  consent	
  and	
  authorization	
  for	
                                                  	
  from	
  

to	
  submit	
  a	
  referral	
  on	
  my	
  behalf	
  to	
  the	
  named	
   organization(s)	
  identified	
  above	
  for	
  services.	
  

Parent/Guardian	
  Signature:	
   ________________________________________________	
   

Mother’s	
  City	
  of	
  Birth	
  for	
  phone	
  authorization:	
  	
  

Staff	
  Signature:	
  ___________________________________	
  

☐ DORA:	
  Dental	
  Outreach	
  Rural	
  AZ	
   P:	
  (480)	
  248-­‐8178	
   DORA-­‐SOM@atsu.edu	
   F:	
  (480)	
  219-­‐6180	
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